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Background: Anomalous aortic origin of a coronary artery (AAOCA) is the second leading cause of sudden cardiac death in young 
athletes. Management is controversial and longitudinal follow-up data is lacking.
methods: Prospective, observational study of patients (pts) seen with AAOCA from 12/2012 to 04/2014. The Coronary Anomalies Program 
(CAP) was established with defined multidisciplinary team, clinic, imaging (CTA), management algorithm and follow-up. Surgical indication 
is based on lesions deemed high-risk including anomalous left coronary artery (ALCA), symptoms ascribed to or evidence of myocardial 
ischemia, intramurality, or abnormal ostium.
results: A total of 58 pts were evaluated. From these, 36 (62%) had anomalous right coronary artery (ARCA), 10 (17%) ALCA, 5 (9%) 
a single coronary, 4 (7%) anomalous circumflex, and 3 (5%) high origin CA. Surgery was indicated in 25 pts (43%), 4 declined (ALCA 
1, ARCA 3). Of those operated on, 6 had ALCA (30%) and 14 ARCA. Unroofing was performed in 15 (ALCA 4, ARCA 11), coronary 
translocation in 2 ARCA, and ostioplasty in 3 (ALCA 2, ARCA 1). Among surgical patients, symptoms included: non-specific chest pain (CP) 
in 9 (ALCA 3, ARCA 6), CP on exertion in 2 ARCA, syncope on exertion in 2 (ALCA 1, ARCA 1), aborted SCD in 2 ALCA, ECG changes 
with troponin leak in 1 ARCA, and no symptoms in 7 pts (ALCA 2, ARCA 5). Post-operative complications occurred in 4 pts including 
absence seizures (likely present pre-operatively), small aortic tear requiring a second run of bypass, post-cardiotomy syndrome, and left 
lung collapse. Recurrent symptoms of CP occurred in 3 pts, all with negative diagnostic testing. All pts have returned for follow-up. All 
surgical pts were released to unrestricted exercise activities. None has suffered a recurrent event. During this time period, the CAP has 
also seen pts with hypoplastic right coronary (2), coronary atresia (1), and myocardial bridge (3).
Conclusion:  Development of a dedicated multidisciplinary team has allowed a consistent approach to the evaluation and management 
of AAOCA pts. Longitudinal follow-up is imperative to define best treatment strategies, exercise recommendations and possibly risk 
stratification in this population.
